Dr. BIRLEY explained that Hoffmann's sign was tested for in the following manner: The patient's pronated hand is lightly grasped by the observer and the terminal phalanx of the index-finger is then flicked downwards (i.e., palmwards) by the observer's thumb. Under normal conditions the patient's thumb remains motionless. The positive sign consists of a reflex movement of adduction of the thumb, and is supposed to be evidence of a lesion of the pyramidal fibres going to the upper extremity, and to be the counterpart, therefore, of Babinski's sign in the lower extremity.
THE patient, a man aged 40, exhibits in either shoulder-joint the early and late conditions associated with syringomyelia. Thirteen years ago, after lifting some heavy weights, he found that his left shoulder was swollen to the thickness of his thigh. For this, which was not painful, he was ultimately, in March, 1901, admitted to University College Hospital with the present diagnosis. Only the left shoulder was at that time affected, and sensory loss was found only on the left side of the body from the cheek to the breast inclusive. A history was then given that one morning in 1898-he had awakened to find his left arm weak and the fingers altogether powerless. Recovery from this was a matter of a few months, and in 1901 the forearm and fingers were normal.
For the eleven years succeeding 1901 the patient was perfectly well, and felt no disability beyond the weakness of the left shoulder. His right arm was powerful. But in November, 1912, once more as a presumed result of heavy labour, the right shoulder began to " click " and swelled rapidly; pain and loss of power accompanied this. Now, two months later, the right shoulder-joint is distended with fluid and the right humerus is partially dislocated downwards. There is oedema of the surrounding tissues of the upper arm. X-rays show that degenerative changes had probably been in progress some time before the apparent injury; the head of the humerus is flattened, and ossified nodules seein to be lying in the bicipital tendon. The rnuscles enveloping the right joint are not wasted. The left shoulder-joint is destroyed.
Stripped of its musculature, the acromion projects over an empty glenoid cavity. In the skiagram osteophytic outgrowths are seen encrusting this, while the humerus lies free below, its head gone and the upper end truncated at a sharp angle as though sawn across. The deltoid, despite extreme wasting, reacts to the faradic current.
The cervical sympathetic is normal and the pilomotor reflex is unchanged over the chest. Pain and heat sensations are blunted over the left face, both sides of the neck, both arms, and over the chest as low down as the fifth or sixth thoracic. The plantar response is extensor. Cuts of the hand are painless, and heal quickly, but they lead to exuberant overgrowths of horny skin. These callosities were noticed before the shoulder trouble. The earliest phenomena were really in 1890, when an ill-made collar-stud produced a painless festered wound, of which the scar is still visible on the front of the neck; and when a painless whitlow of the left index-finger led to gangrene requiring amputation of the terminal phalanx. History-July 15: When playing cricket received blow on left temple fromn cricket ball. Unconscious for a few seconds, but was able to continue the game after about fifteen minutes. That evening felt ill, head ached, and he vomited several times.
July 19: A fit involving right side of face, duration four minutes, with no loss of consciousness.
July 20: When examined was found to have very slight motor aphasia. No other signs. When under examination had a fit without loss of consciousness, affecting the right facial muscles only; duration about five minutes. Aphasia much increased for about twenty miiinutes after the fit.
July 24 (operation by Mr. Arthur Edmunds): A depressed fracture was found under the left temporal muscle, and moderate extradural
